An association of bilateral large adrenocortical androgen-producing adenomas with polycystic ovaries in a young female is presented. She developed mild hirsutism and secondary amenorrhoea at the age of.17, and was treated for 3 years with an anti-androgen (cyproterone acetate) and ethinyloestradiol. Routine follow-up at the age of21 showed bilateral large adrenal tumours and polycystic ovaries, together with high serum testosterone and dehydroepiandrosterone sulphate values. Bilateral adrenalectomy was performed, which resulted in lowering of the elevated androgens, and large bilateral adrenocortical adenomas were confirmed histologically. Contrary to expectations, the polycystic appearance of the ovaries persisted after adrenalectomy.
Introduction
Androgen-producing tumours must be considered as a possible cause of hirsutism in young females and should be excluded in each case.' Evaluation for a possible adrenal carcinoma can generally be initiated with the size of the lesion used as the sole screening criterion. 2 The prevalence of adrenal adenomas larger than 6 cm was estimated to be 0.025%.
Although elevated circulating androgen levels have been found in women with the polycystic ovary syndrome it is not clear whether the excess androgen arises from adrenal or ovarian sources. 4 The excessive production of adrenal androgens has been put forward as a prime factor in the aetiology of polycystic ovaries. 5 We recently investigated a young female with hirsutism and found bilateral large androgenproducing adrenocortical adenomas associated with polycystic ovaries. Although bilateral adrenalectomy resulted in normalization of serum androgen levels, ultrasonographic appearance of polycystic ovaries continues to persist, 6 months after the adrenalectomy. (Table II) . It was concluded that the patient had autonomous non-suppressible androgen production from both adrenals.
Renal arteriography demonstrated bilateral enlarged vascularized adrenal tumours with suspected necrosis and cysts in the left adrenal. Both kidneys were displaced downwards. Nuclear magnetic resonance examination verified bilateral adrenal enlargement.
Since the adrenal tumours enlarged during follow-up over 3 months, we decided to perform bilateral adrenalectomy. Regression of the hirsutism was observed post-operatively together with the resumption of periods, regular ovulation and normotension. Post-operative follow-up verified decreased androgen values (Table I ). The patient is currently on replacement therapy (oral hydrocortisone, 20 + 5 + 5 mg, daily). The polycystic appearance of the ovaries persisted on postoperative ultrasound.
Gross examination after adrenalectomy revealed an enlarged right adrenal gland that measured 
